Objective: to measure the organizational climate in the work of professionals from Family Health Strategy (FHS) teams. Method: a cross-sectional study carried out with 458 professionals belonging to 72 FHS teams in a municipality in Southern Brazil. Data collection occurred between March and July of 2016 with self-application of the Team Climate Inventory (TCI). Data were analyzed by means of a non-parametric ANOVA. Results: "Team Participation" was the best-rated domain (8.11), while "Task orientation" was the worst (7.51). Nurses obtained the highest mean in TCI (8.05), and dentists, the lowest (7.45). Conclusion: TCI is an appropriate and innovative tool for assessing the teamwork climate at the FHS. Identifying fragilities such as "task orientation" and relationships among professional categories of the team supports the planning of actions for organizational climate improvements and teamwork at the FHS. 
INTRODUCTION
Approaches related to the organizational climate in health teams must follow the principles related to the organization in the work, advocated by the public policies that guide the Brazilian Unified Health System (SUS -Sistema Único Saúde) (1) . The organizational climate involves a set of values and formal and informal behaviors. In addition, it is essential to achieve managerial goals, as it affects work process and motivation of workers. However, in order to achieve the goals, it is necessary to promote satisfaction and pleasure in the work environment, minimize hierarchical rigidity, and implement participatory management (2) . Team climate also refers to the design of teamwork as it involves the integration and collaboration among members of the same team (3) . The word "team" is strongly associated with the accomplishment of tasks; activities shared between different people and collectively achieve the idealized results. Therefore, the team concept refers to a set of individuals that interact with each other, seeking a common goal, adding to the work process specific knowledge of each of its members, with the aim of building an empowered agreement (4) . Teamwork gained prominence in the health scene from movements in the health area (Community and Preventive Medicine) that aimed, among other things, to replace health practices identified as hospital-centered and doctor-centered by multiprofessional and person-centered teamwork. This proposal is based on the belief that integration and complementarity among the various members of the same health team can interfere in a positive way with the quality of the services offered (5) (6) . In order to consolidate teamwork in the field of Health, it is necessary to establish objectives, to have concrete goals well defined and common to the group of workers. Thus, based on individual and group growth, it is possible to contribute to the development of care that is centered on the user and his community (2) . It evolved towards the establishment of objectives, with welldefined concrete goals and common to the group of workers to consolidate teamwork in the area of Health. It is considered that from individual and group growth, teamwork contributes to the development of a more secure care due to the more communicative, participative and collaborative climate centered on the user and the characteristics of the territory/community where he lives (2) . Family Health Strategy (FHS) teams present in the current structural model of Primary Health Care in Brazil, are the main representatives of this model of work, since one of its main pillars is teamwork (1) . They are composed of at least one general practitioner, one nurse, one nursing assistant and Community Health Agents (CHA) sufficient to cover 100% of the registered population, respecting the maximum ceiling of one CHA for every 750 people, and 12 CHA per FHS team. Oral health members can also be added to the team: dentist, assistant and dental auxiliary (2) . According to the FHS proposal, teamwork should prioritize effective communication among its members, so that its members can act jointly and continuously in performing daily tasks. Other important characteristics of this proposal are multiprofessional work, assessment of the diagnosis of the real needs of the population, joint planning of actions, sharing in the decisions, synchronized participation of all and encouragement to the exercise of social control (4) . Thus, the existence of differentiated professional profiles generates a complex and significant environment that justifies the accomplishment of investigations addressing the interpersonal relations in the corporate environment of these teams. In addition to multiprofessional, the FHS teams are interprofessional, which are important characteristics for health care.
The first characteristic refers to the presence of different professionals working in the same setting. The second is associated to the existence of integration in the work of different professional categories, so that the work of one professional complements that of the other, culminating in better results for the team and for the recipients of what is produced. Both concepts are employed in Primary Care, in order to guarantee the quality of care through the comprehensiveness and continuity of care (7) . Interpersonal conflicts inherent in the corporate context are the main precursors of not doing teamwork, mainly because they are associated with individualism and lack of cooperation, respect, commitment and co-responsibility. On the other hand, open and transparent dialogue, respect and trust among members, the existence of spaces for discussion of ideas, conflict management and the valorization of teamwork can contribute to the maintenance of healthy interpersonal relationships and, therefore, facilitate the good development of teamwork (8) . However, in the context of the work it is common the existence of pseudo-teams characterized by low integration among its members, non-effective communication and non-collaborative behavior. These problems may also occur in FHS teams and negatively influence the quality of care provided for people (9) (10) . There are many factors favoring the emergence of pseudoteams and may range from unresolved ethical conflicts to the isolation of assignments from distinct professional categories, which inhibits interprofessional cooperation. Bioethical implications resulting from job losses of a particular professional category, which compromises the care of the user, also favors the emergence of pseudo-teams. The manager should devote attention to professionals who integrate the team and to the relationships among them to reverse this process (5, 11) . The importance of teamwork and its impact on the results obtained within the scope of the FHS may even integrate the discussion patterns of managers and the team itself, but are still little discussed in scientific research. However, these guidelines are important to understand issues closely involved in the interpersonal and multiprofessional relations of Primary Care, in order to identify strategies of changes that can contribute to the improvement of the work process and, consequently, the assistance offered to users (6) .
OBJECTIVE
This study aims to measure the organizational climate in the work of professionals of the Family Health Strategy.
METHOD

Ethical aspects
The study was developed in accordance with Resolution 446/12 of the National Health Council. The Standing Committee on Ethics in Research Involving Human Beings approved this study. All the participants signed the Free and Informed Consent Form in two copies.
Design, place of study and period
The research is characterized as a non-probabilistic transversal, with quantitative approach, performed in 34 Basic Health Units (BHU) of a municipality in the South of Brazil, from March to July 2016.
Population or sample; inclusion and exclusion criteria
Professionals from 72 out of the 74 FHS teams in the county were part of the study, as members of two teams implicitly declined to participate. The number of members of each team was not taken into account, since the analysis did not consider each team as unit to be assessed, but rather, the individual in its singularity. Thus, the number of team members who accepted to participate in the study ranged from three to ten.
458 of the 587 professionals working at the FHS in the city under study were part of the study, including: nurses, doctors, dentists, nursing assistants/technicians, dental auxiliaries and CHA. Professionals who worked in the teams less than 30 days were excluded.
Study protocol
The invitation to participate in the survey was conducted for all FHS professionals present at the time of the meeting previously scheduled with the director of each BHU. For data collection, participants were asked to complete two tools, one for sociodemographic data collection, and the Team Climate Inventory (TCI), whose purpose is to assess the climate in the proximal working groups (3) . The English, Michel A. West and Neil R. Anderson prepared TCI, in a 38-item Likert-type scale format with the objective of obtaining data referring to four factors: Team Participation, with 12 items (graduated between 1 to 5 points each item). Team Objectives had 8 items (graduated between 1 and 5 points). Support for new ideas had 11 items (graduated between 1 and 7 points). Tasks orientation had 7 items (graduated between 1 and 7 points). The minimum score of the tool corresponds to 38 points and, the maximum, to 226 points (3) . Team Participation factor addresses issues such as sharing of information, influences on others, feeling of being heard/accepted by the group and maintaining constant contact. Support for new ideas encompasses issues related to the expectations and approval members receive from the team for the introduction of new tools in the work process. Team Objectives factor explores how clear objectives/goals are for all its members. Lastly, Tasks orientation factor addresses topics such as monitoring for high performance standards, clear criteria for achieving excellence as a team, and whether there are assessments and suggestions for improvement (3) .
Analysis of results, and statistics
Quantitative variables were summarized by means of the weighted mean and mean score. The groups were compared by the Kruskal-Wallis test, followed by Dunn's Multiple Comparison Test (differentiated by superscript letters "a" and "b"). A 95% confidence level was considered. Analyzes were performed by the Statistical Analysis Software (SAS, version 9.0) program (12) , from a database built through the Excel program.
It is noteworthy that in the translation of TCI to Portuguese, no parameters were considered for classification of the data. Thus, in this study, the final scores of the items were transformed into a scale of zero to 10 to compare the data and better exploitation of the results.
RESULTS
Of the 458 professionals of the FHS teams interviewed, 57 (12.44%) were nurses, 37 (8.07%) doctors, 20 (4.36%) dentists, 47 (10.26%) nursing assistants/technicians, 19 (4.14%) dental auxiliaries and technicians and 278 (60.69%) CHA. Of the 587 professionals belonging to the teams, 26 refused to participate in the study; 33 were on vacation; 39 in a medical certificate; nine were in medical or maternity leave; ten were not present in the BHU; and 12 CHA belonged to the itinerant team of the rural area.
406 (88.65%) women participated in the study. The age of the interviewees ranged from 18 to 73 years (mean of 41.84 years). Working time ranged from one month to 48 years (mean of 9 years). Working time in the city hall varied between one month and 30 years (mean of 6.83 years). Time of action at Primary Care varied between one month and 21.33 years (mean of 5.71 years); and time in the same FHS team, between one month and 21.33 years (mean of 5.52 years).
Of the 72 teams that participated in the research, 22 had dental health staff integrated with the FHS. Five of them, at the time of data collection, were without the presence of the doctor between one and two months. Working time with the same team formation was around a year and a half, ranging from one month to 12 years.
As for the four factors assessed in the TCI that make it possible to identify the climate in teamwork, Table 1 shows a significant difference (p=0.0001*) only in relation to the mean attributed to the Team Participation factor (8.11). The lowest factor scored by the participants was the Task orientation's (7.51). In relation to the overall score of the TCI, it can be observed that the dentists presented a significant difference in relation to the other professionals (0.0001*), with the lowest overall mean in the tool (7.45). Next came the dental auxiliaries (7.60), CHA (7.85) and doctors (7.90 ). On the other hand, the highest means were for nurses (8.05) and nursing assistants/technicians (8.02) ( Table 2) .
Finally, in Table 3 , it is present overall marks attributed by the different professional categories to the four factors of the TCI. There was a significant difference in three of the four factors: Team Participation (p=0.0030*), Support for new ideas (p=0.0005*) and Task orientation (p=0.0082*).
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team goals are reasonably perceived as clear to all members and that the group considers new ideas. These aspects are important because the clearer the Team Objectives are, the more empowered their members will be to develop the proposals; and the more members realize that their ideas are considered by the group, the more motivated they are to present new ideas and this tends to qualify the care that is provided (3) . Means attributed by the different professional categories show that there is a significant difference in perception on the team climate only by dentists, and means are attributed by very similar doctors and nurses, which is justified by the strong integration among these two professionals in the environment of job (5) . It is noteworthy that nurses were professionals who assigned the highest mean in TCI.
It should be emphasized that in the scope of Primary Care, it is the responsibility of this category, besides providing direct care for the population, to provide clinical support in the organization of care, to supervise, but also to plan, manage and assess the activities developed by the CHA together with the others members of the FHS team. In addition, participate in the management of the necessary inputs for the maintenance of the operation of the BHU. In addition, it is through the nurse that general guidelines for the development of services, necessary information for the management of conflicts and active dialogue among users, follow-up, being the nurse the communication mediator (13) .
In this sense, the nurse acts by taking responsibility and aiming at the co-responsibility of the whole team, encouraging the active participation in the meetings, articulating the different opinions, elaborating the intervention strategies, impelling the team in the implementation and direction of the actions, always prioritizing a constant integration among its members (13) . However, although the nurse does not have the formal leadership role of all FHS members, in practice he is the professional who performs coordination in the primary care teams. By the way, he is the bestprepared professional for this assignment; however, attention should be paid to the accumulation of activities, exercised by this category, since they already perform multiple tasks, and this condition, in addition to bringing overload, can also contribute to negative impacts in the sharing of the production of teamwork (14) . The fact that they assign a higher mean in the TCI shows that the nurses in study have a favorable perception in relation to the other professionals and believe that the essential elements for the good performance of the team are being well executed. In contrast, one must consider that, as the nurse sometimes has a leadership role in the team, the same tends to assess it in a positive way. Nurses are the professionals responsible for keeping the members motivated, well informed about the team objectives and oriented about the tasks to be performed, 
DISCUSSION
The fact that the Team Participation factor was better assessed by professionals suggests that aspects such as information sharing, the feeling of being heard/accepted by the group and the maintenance of constant contacts are being well developed by the teams. Different from what was observed in the Task orientation factor that obtained the lowest mean. Although there is no significant difference in relation to the means attributed to the other two factors, the fact that the Task orientation factor has obtained the lowest mean is worrisome, since it values the perception about the responsibility of the group and of each one of its members in accomplishing the tasks with quality (3) .
The Support for new ideas and Team Objectives factors presented near and intermediate means. This shows that, in general,
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as well as offering support for new ideas and encouraging the participation of all (15) . On the other hand, are the members of oral health, who attributed the lowest scores in the TCI. Professionals' inclusion in the FHS began in 2001, with the purpose of offering oral health care in all regions of the country, having as central axis the family. The aim was to deconstruct the curative-mutilator model to consolidate a new format of attention with a view to promoting the oral health of school children, which could broaden the epidemiological indices of oral health and expand the Brazilian population's access to dental services (1) . Due to these aspects, the difficulties of working in a team, experienced by dentists and oral health aides and evidenced from this study, may be due to a fragile implementation process, regarding interpersonal relations. Since new professionals have been incorporated into an already organized team and an ongoing work process.
When assessing the score attributed to each of the four factors by professional category, it is observed in Table 3 that only the Team Objectives factor did not present a significant difference. Considering that the overall mean attributed to this factor is not very high, this result shows that, minimally, all team members know the team objectives. This aspect is because agreements and strategies existing in this assistance area are architected in the different governmental spheres. It is up to the professionals who are at the care to follow previously established goals and also the fact that many of them are already settled in the context of the FHS, that is, they are already part of the activities performed by these professionals for some time (1) . Regarding the assessment by factors, only the dentists differed significantly in the means attributed to the Team Participation factor, and doctors and nurses obtained very similar means, which is justified by the strong integration between these two professionals in the work environment (5) . The high score attributed by the CHA to this factor is explained by the fact that these professionals, in addition to being in greater numbers in the teams of the FHS, are the ones that articulate their activities with the other members (5) . Regarding the members of oral health, although there is complementarity and interdependence in relation to the team, they still face difficulties in information exchange and involvement in activities, which limits and restricts their participation in team activities and, consequently, continuity of care, as well as the integrality of care (5) .
Team Participation factor refers to the safety of team members in participating in it, exposing their ideas and perceptions in decision making without the fear of being censored or judged. When this joint participation exists within the teams, the result for work innovation is positive (3) . A study carried out in the city of Goiânia, Brazil, investigated the vision of FHS members about the ideal characteristics of a dental surgeon to act in this care model. The study found that for them, this professional, as much as the others who work at the FHS, must have professional skills to work in the field of Public Health and interpersonal skills characterized by communication skills, good relationships, ethics, creativity in difficult situations and emotional balance. FHS workers, therefore, see fragilities in the dental surgeon's performance regarding management with people in less favored socioeconomic conditions and believe that this is due to deficiencies in the academic training that prepares the professional for the provision of care based on technical knowledge scientific, but not to promote social interaction (16) . Although the literature points to advances in the insertion of oral health in the FHS, there is still resistance on the part of professionals, both on the part of the members of this sub-staff and of the other FHS members, especially regarding the incorporation of new practices such as home visits by dentists. Behavior that is due to a culture historically built on the basis of care, where mechanized activities performed in private practices began to be incorporated into Primary Care services, but in a new perspective (17) . Oral health activities, formerly curativists, receive the FHS's perspective, with a view to integrated care and preventive focus.
Non-involvement of members in the activities developed by the FHS resulted in low team participation. Corroborating this assertion, in Rio Grande do Sul State, a study was carried out with the objective of providing the FHS teams with a space for assessment and discussion of their interpersonal relations. It was evidenced the feeling of distancing of the technical team (nurse, doctor and nursing technician) in relation to the CHA. This perception was based on the fact that this sub-team did not carry out home visits with the same frequency as the CHA, besides not being obliged to report to them (18) . Still on this research, another important aspect identified as an obstacle in the participation of members was the high turnover of professionals, especially nurses and doctors. This was because, with each change and/or insertion of a new professional, the team needed to modify and adapt to the profile of these "new" professionals. This discontinuity does not favor the existence of a sense of group identity and the members of the team begin to act as executors of curative actions, which hinders the consolidation of the work teams (18) . In addition, it can affect the consolidation of the bond among its members, those with the population and also their responsibility for the health care of their territory (16) . Support for new ideas is somewhat tied to Team Participation, since non-integration among FHS members discourages the expression of new ideas, which, once unexplained, cannot be supported. Dentists, for example, are the most dissatisfied with this aspect, which allows us to infer that they do not feel that their suggestions are fully embraced by the rest of the team. Therefore, being open to new ideas in the different health contexts is one of the basic elements for more effective relationships and, consequently, for coping with adverbs, as well as promoting greater trust and participation of professionals (19) . Like Support for new ideas, Tasks orientation is important for the development of daily work. It should be emphasized that oral health professionals, once again, were the ones that less valued this aspect in their teams. However, it is necessary to emphasize the need for flexibility in the division and accomplishment of tasks, because although there are private actions for each professional area, there are also activities that can be performed from the multiprofessional interaction. Separation of tasks among team members can often be a tool for organizing the work process, but it can also result in the fragmentation of work (20) . Although the policy guiding the actions of FHS teams is the same, the way each team manages its activities differs, depending on the individual characteristics of professionals that integrate it and the teams as a whole. To this end, the results achieved by
the work teams and the mechanisms for their accomplishment will depend on the particularities in the way of working and the interpersonal relations established among professionals that are part of each group (18) . In other words, team development will depend on the influence exerted by the leader and, in particular, on how he will lead the members to achieve the goals they draw (11) . Territorialisation and organization of the demand need to have their incorporation by the FHS teams, especially for oral health, inserted later in this context. However, the relationships of teamwork with a view to the integration and interrelation among health professionals, as well as the fragmentation and individualization of care, are the great difficulties in this context (21) . Interdisciplinarity is one of the essential characteristics for the work process of the FHS teams and should be valued as such. In this sense, the teams also have the challenge of integrating different professional categories into their work process, considering the need for assistance to the population in accordance with SUS principles: comprehensiveness, universalization, decentralization and community participation (17) . In the context of the FHS, in particular, there are gaps in the work process that limit comprehensive health care as a common principle to the interdisciplinary team. In this way, the development of activities is often based on isolated actions based on the individual knowledge of each professional and not shared among all team members (21) . In Brazil, professional training of health workers does not encourage the experiences in interdisciplinary teams (22) . Differently, in other realities that are seeking this approach, interdisciplinarity is seen as a tool for improving collaborative skills and essential for the practice of quality care (23) (24) . In this context, interprofessional collaboration has a prominent role among health professionals, since it constitutes an important tool for higher quality and reduction of spending by health services. Moreover, it is an opportunity to match the power relations between these professionals. In view of this, there must be consistent negotiation processes between the different professional categories, largely dedicated to deconstructing the domain of a single profession over others and placing interprofessional power relations equally (25) . Moreover, there should be addition of new models and shared management strategies to the FHS teams so that there is a greater interrelation of knowledge and cohesion among their members, such as shared leadership. Providing professionals with the opportunity to participate in decisions and goals contributes positively to team identification and performance (23) . This reality points to the need for major changes in the training of human resources for health, in order to raise awareness, in particular, of social, structural and cultural dynamics, from interprofessional educational modules for students. Training investments are also important, especially if they consist of training focused on specific contexts of Primary Care (22, 25) .
Study limitations
A possible limitation of the study refers to the high number of refusals to participate in the study, which may relate to the fact that data collection occurred during work shift.
Contributions to the field of Nursing, Health or Public Policy
The study sought to elucidate issues experienced daily by FHS team members and to encourage the reflection of the work process of these professionals; whether in the short or long term, in order to provide improvements in the labor relations and, consequently, in the quality of health care offered to the community. Results of the study may collaborate with investigations about interpersonal relations in Primary Care, especially in the FHS, encouraging professionals for the reflection of the practice and possible changes in the work process of the team.
CONCLUSIONS
The use of TCI was an important tool for the assessment of the perception about the organizational climate in the teamwork among FHS professionals. From this point of view, there was identification of fragilities in relation to each other, so that the nurses were the ones who better assessed their teams and, the dentists, the ones who assessed the worst.
These aspects reinforce the existence of inherent challenges in the work environment of professionals who work at Primary Health Care, such as the fulfillment of the precepts of working in teams. However, they instigate further research in this context to understand this phenomenon better, since multiprofessional relationships may interfere directly or indirectly with the quality of care offered to users.
Although they recognize the involvement of the other members in the activities developed by the team, professionals showed that they feel the need to perform tasks by each of them to be better oriented. In this sense, the nurse, as coordinator of the team, needs to assume his role as an important member of this process. Concomitantly, there should be development of strategies by health services to increase the empowerment of the nursing professional, in order to allow greater integration among team members, as well as healthier working relationships and, consequently, the encouragement and maintenance of teamwork.
In addition, there should be discussions on the continued individualization of care in Primary Care, which is one of the main assumptions of the FHS -comprehensive care. In order to minimize the effects of this aspect, in addition to reflections implemented in this setting, it is necessary to elaborate innovative action plans, supported, for example, by the results of this research, and focusing on the training of defragmented professionals and prepared to work in a team.
